DOCUMENT RESUME

ED 331 253 EC 300 236
AUTHOR Guthmann, Debra; And Others
TITLE Placement, Treatment, Transition and Ethical lIssues

when Serving Chemically Dependent Deaf and
Hard-of~-Hearing Zlients.

PUB DATE 90

NOTE 22p.

PUB TYPE Reports = Descriptive (141)

EDRS FRICE MFO1/PCOl Plus Postage.

DESCRIPTORS Adolescents; Counseling Technigues; Deafness;

Delivery Systems; Drug Abuse; Ethics; sHearing
Impairments; sIntervention; Placement; Program
Descriptions; »Program Development; *Substance Abuse;
Therapy:; Transitional Programs; Young Adults;
Youth

IDENTIFIERS *Minnesota Chemical Depend Prog Hear Impaired
Youth

ABSTRACT

This paper describes Riverside Medical Center's
Minnesota Chemical Dependency Program for Hearing Impaired Youth,
which began in Minneapolis in 1989 to serve chemically dependent
hearing-impaired adolescents and young adults, primarily aged 16 to
25 but sometimes serving clients as young as 12. The paper offers a
rationale for development of a special program to serve the
communication needs of youth and young adults with hearing
impairments and describes the program's origins, program staff,
therapeutic techniques, mainstreaming with hearing groups for
therapy, dealing with patients' confrontations and defenses, relation
to chemical dependency to self-esteem, disciplinary methods, family
involvement, involvement with Alcoholics Anonymous/Narcotics
Anonymous, commitment toward education and prevention, and aftercare
placement. (JDD)

llﬂﬂlﬂﬂ*!lllllllaﬂllﬂﬂllllflﬂ!l-lllllllﬂllﬂlﬂﬁlkllll*lllﬂﬂllllﬁlll*lll*

- Reproductions supplied by EDRS are the best that can be made *
* from the original document. *
tuuunuuuuuuuuuuuuuuuuuuuuuuunu*uuuuuuuu*uuuuuuuuuuuuuuuuuutuuuauaututua




" . i ‘

n-ﬂl"':

- U.8. DEPARTMENT OF EDUCATION
* Otice of Educationa! Research and improveamant

EDUCATIONAL RESQURCES INFORMATION
CENTER (ERIC)

[
}4?\«5 document has beoen reptoduced as
received from the pereon of orgamzahon
onginating « -t
U Minor changes have besn made to implove
teptoduction quality

PP

o Poinis of view 0Of opintonS stated in this docy:
menl do nol necessanly reptasent olficial
OE RI posiion or pahicy _

g
m
o\

,u.-‘i.

SR

!
R

fgd

Pl.acement, Treatment, Transition and Ethical Issues
when Serving Chemically Dependent Deaf and Hard-of-Hearing Clients

by

Debra Guthmann, M.A. -
Kristen Swan, M.A.
Cynthia Gendre‘au, )

~PERMISSION TO REPRODUCE THIS
MATEEIAL HAS BEEN GRANTED 8Y

i
oz

TO THE EDUCATIONAL REGOURCES
INFORMATION CENTER (ERIC) "

9
N

9

e #EST COPY AVAILABLE




Hearing Impaired adolescent and young adult substance abusers
suffer a particularly severe lack of appropriate chemical
dependency treatment services. A complex interaction among various
factors within the deaf community and in the CD treatment delivery
system exacerbate the difficulty of providing effective treatment.
To date, the treatment literature on the deaf adolescent and young
adult population §s linited, even scarce, as is the availability of
treatment opportunities: Riverside Medical Center’s Minnesota
Chemical Dependency Program for Hearing Impaired Youth is the first
and sole inpatient center designed specifically to address the
needs of this group.

The majority of hearing impaired adolescents and young adults
use American Sign Language (ASL) as their preferred and most
skilled mode of communication. Also, most use standard written
English at a lower level of proficiency, often because it is their
second language. Moreover, ASL, as a visually and spatially
grounded language, does not provide a direct "translation" of
English forms and the concepts represented by Enc .ish vocabulary
and syntax. Thus, knowledge about CD is not communicated very well
in the deaf community--some Key concepts and terms in CD treatment
simply do not exist in the deaf culture. Beyond that, in treatment
settings designed for the mainstream, the language ¢f communication
is itself a barrier to participation among hearing impaired
adolescents, in both the educational therapeutic and peer
interaction dimensions of any well-designed program. In short,

treatment is based on a level of English and "talking" that is
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simply not possible for many hearing impaired adolescents. The
severe cognitive and affective shortcomings of treatment programs
extending to deaf persons when the language of treatment is English
and the language of meaningful use is ASL.

Deaf culture has always had a highly active "grapevine." This
contact with each other on crucial news has helped to offset the
lag in information flow. Most CD treatment and A.A. meetings must
reinforce repeatedly such basic concepts as group function and
confidentiality with greater frequency than would be the case in a
mainstream group. The accumulation ©of such differences makes
effective treatment of the hearing impaired adolescent uniquely
problematic, especially when the mainstream treatment program is
not built on the same cultural bedrock as are the lives of those
hearing impaired individuals in treatment.

Riverside Medical Center serves chemically dependent hearing
impaired adolescents and young adults, primarily 16 to 25, but as
young as 12 or as old as 25, with waivers and exceptions based on
need. The target population is that group of hearing impaired

young people - nationally and internationally - who:

*are 12-25 years of age (especially those 16~25) with a
pattern of pathological use of chemicals;

*have a primary diagnosis of chemical dependency:
(individuals with a additional secondary diagnosis of mental

illness will be considered on a case by case basis.)
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The Minnesota Chemical Dependency Program for Hearing Impaired
Youth is part of Riverside Medical Center located in Minneapolis,
Minnesota. The hearing impaired program is part of an acute care
facility that is 1licensed for 110 beds and has been serving
chemically dependent adolescents for the past 15 years. Hearing
adolescents come from all over the United States and Canada to
receive treatment at R.M.C. which is the largest inpatient cl.emical
dependency program in the country. Because of it’s reputation,
R.M.C. receives referrals for the treatment of hearing impaired
individuals. 1It’s experience had often been frustrating because
most of the staff were unfamiliar with psychosocial aspects of
deafness and hearing impaired clients often telt isolated due to
their inablity to communicate directly with staff and peers. They
also found that the assignmen%s used in treatment were not at an
appropriate reading level for many of the clients being served.

A proposal was presented to the R.M.C. Board of Directors in
1988 to st -t a C.D. program specitfically for hearing impaired
adolescents and young adults. The Minnesota Chemical Dependency
Program for Hearing Impaired Youth was opened in March of 1989. The
goals are:

*to take into consideration cultural aspects of deafness;

*communication modalities:

*to be fully accessible;

*to eliminate feelings of isolation;

recovering deaf role models on staff;

*individualized treatment planning;
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*to provide materials in A.S.L. on videotape and modified

written English.
The program differs in that all staff are fluent in ASL and
Knowledgeable about the field of deafness as well as being
respectful of deaf culture. All professional services that are
utilized at any treatment program, such as Occupational Therapy and
Recreational Therapy are part of this program. In addition, a
certified teacher of the hearing impaired and a Communication
Specialist are on staff.

When setting up a new program it is hard to predict and
prepare for the complexity of issues within the population one is
intending to serve. Variance and diversity is inherent in any
group of deaf people, and is usually more profound than in a
similar sized group of hearing people. On the adolescent hearing
units at Riverside Medical Center’s Chemical Dependency prograns,
they continually have a large enough census to separate patients
into units for severely behaviorally disturbed, leérning disabled,
dual diaynosis- even according to whether they are "victims",
perpetrators" or "treatment repeaters." On the hearing impaired
unit, however, that is not always an option. The groups are often
very diversified with both adolescents and young adults, very
bright and more intellectually 1limited individuals, rubella
victims, dual diagnosis, hard of hearing, as well as culturally

deaf persons and the variance in sign language abilitiass which

accompany them.

In all the treatment groups, hearing and deaf, the patients



. comé from all ovér the country and Cariada. There are both males
Snd females who come with a variety of grief and sexual abuse
| issues, a wide variety of communication levels, and a mixture of
ethnic and racial backgrounds. Some of these special needs are met
through men’s and women’s groups, and culture specific groups (e.q.
Native American/Canadian). Since the census does not often allow
us to split into groups such as these, we take the opportunity to
do some mainstreaming with the hearing groups. This provides some
exceptional opportunities for <transitioning and realizing
commonalities with hearing people. This is also one way we try to
help expand our patients’ social support system. It is important
that for the bulk of their treatment they have the opportunity to
be in the "culturglly specific" treatment group with other deaf
individuals, but there are times when integration has been
therapeutic. One patient was given <the opportunity to be
mainstreamed into a hearing treatment squad. Because he had been
on thé deaf unit for several weeks prior to his involvement and had
gained a basic knowledge of how treatment works, he was able to
feel at the same level as his hearing peers and could practice
honing the practice skills he had learned He remarked when he
left this group that they had really helped him feel more accepting
of his deafness and that he could now be comfortable being
"straight" with hearing people instead of only "high." This was an
important experience in this young man’s transition back to the

"real world" where he would encounter more recovering hearing

people than deaf peocple.



Just as there are groups that focus on C.D., grief issues, and
men and women’s issues, there is cne that focuses on Deaf Culture.
Issues related to deafness come up during groups which tended to
take the focus off of the C.D. issues. Deafness should not to be
used as the reason a person began using. The treatment must be
culturally and physically accessible.

During the evaluation phase of treatment Qe find the most
resistance. Patients are starting to have second thoughts about
being in the program and are overwhelmed by the new concepts, rules
and structure. During this phase, the concept of 'Y“cons and
defens-. ' are introduced. It seems a new experience for these deaf
patients to analyze their kehaviors as well as when and why they
behave in the ways they do. Working on cons and defenses has met
a lot of resistance because it is all relatively new vocabulary,
and because the patients tend to translate confrontations from
staff related to their defenses as assaults on their already
fragile self-esteem. Through lectures, role plays, continual
mcdeling'feedback and repetition in therapy group, they begin to
see the behaviors and how they impact their progress in treatment.
For example, if a person has a particularly difficult time letting
go of his/her "macho" image, they may be given a "teddy bear" to
take care of for a week or so, which represents the feelings and
more vulnerable side of themselves. Along with the bear contract,
they will usually be given an affirmation or assignment to do
relating to macho/vulnerability issues. For the person who likes

to "play ignorant," they may be given an affirmation to say before



every group such as, "I sometimes play dumb to avoid talking about
my problems or feelings, please confront me when I do this." For
the person who is trying to "run his/her own show" and refuses to
ask for help, they may be put on a contract where they have to ask
one of the other patients for help in everything they do during the
day. This way, they see how these defenses/cons Keep them fronm
realizing the things that are necessary for them to stay sober
(honesty, vulnerability, interdependence, support, etc.)and help
them uncover other valuable facets of their personality.

A lot of therapy time is spent on educating and talking about
feelings. During Occupational Therapy they have an opportunity to
draw a "Ieelings collage"'depicting the major feelings they have
felt in their life. It is difficult for our deaf patients to
identify their feelings because. We try to help them identify the
physiological reactions they have to different feelings so they may
start identifying. One very bright patient had a very hard time
saying what he felt or even knowing what he felt. He continually
looked at the feelings chart on the wall and would "try out" a few
feelings to see if staff and peers would agree with him. He
eventually was able to identify the "hot" feeling he had in his
chest that would rise up when he felt angry. Most of the time when
patients do a written assignment such as "bad things that happened
because of my use", they are required to add a feeling word about
that behavior. Sometimes they are put on a feelings contract where

they have to stand up in group and say "Today I felt because

of " Of course the biggest problem we run into is the
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patients being very vague in their description: ("I feel
bothered/bad/upset/okay") and they have to be encouraged to be more
specific (impatient/sad/angry/content).

Much of the chemical dependency therapy relates to self-esteem
issues, and the connection is always made. Assignments are given
to help patients express how they feel about themselves when they
are using and when they aren’t. We try to spend an equal amount of
time emphasizing their resources, skills and positive attributes
after they have their past negative behaviors in the first step. We
will have them make lists of things they like about thenmselves, or
have them interview other people and ask for positive feedback. In
nearly all of our patients; the issue of their feelings about their
deafness surfaces. Most have not resolved this issue and their
lack of acceptance has exacerbated their chemical use. A lot of
education is done by our deaf staff relative to Deaf Culture and
deafness issues/awareness activities. 1In the case of the deaf
patient who was mainstreamed with the hearing patients mentioned
above, he also made the comment that being involved in the
treatment program with the varied experiences had helped hinm
finally accept his deafness while also helping his self-esteemn.

Cur approaches are very direct and confrontive. A lot of
reality checks and "if-then" work is done. There is continual
emphasis on consequences, both in the here and now (treatment) and
from their past. We always relate things back to their behaviors
and the choices they have made. No blaming is allowed. We work

with them to understand how past experiences within their family or
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their s&chool situation have affected thém. Once they have an
understanding and a "window" to their past, it is put back on thenm:
"Now you know and see what happened - what are YOU going to do
about it?" oOur approach is quite behavioral with the patients
being held accountable for their actions and for the choices they
make. We have a level system where they earn certain privileges
based on meeting certain objectives. When they don’t follow the
objectives, they may lose certain privileges within that level, or
else be dropped a level.

Many of our patients have had conduct disorders and
impulsive/aggressive problems. We have utilized a "time out" chair
or area when their behaviors are disruptive or inappropriate.
Sometimes seclusion is necessary when the behaviors become
threatening. Before a patient can "process out" of a time~out or
seclusion placement, they need to be able to identify the behaviors
that got them there. Then they must talk about what they need to
change and how they plan to go about it. This has been difficult
for many of our patients since their tendency is to say what they
know we want to hear, and then blame staff or patients for what
happened. They are continually bombarded with the issue of
"choice" and the behavioral options that they have.

In the actual "step work" which is the heart of the treatment
phase we have found that the steps which deal with more concrete
issues (i.e. unmanagability of Step 1 and personal inventory of
Step 4) are somewhat easier than the abstractness of Steps 2 and 3

which deal with "higher power." The issue of "powerlessness" in
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Step 1, however, has been a difficult concept for many patients.
Since using drugs gives one a "pseudo" sense of power, and since
deaf people have historically struggled to feel they have some
power or control in their lives, giving up drugs may be even more
threatening to their self-esteen. Drugs are also the great
equalizer for deaf and hearing people. A deaf drug abuser may for
once feel part of the group--and perhaps a very valuable, powerful
member of a group if he’s got some real good "stuff." So keeping
the balance between helping them recognize and accept
powerlessness, and "empowering" them to make changes and healthy
choices is often difficult.

To teach the steps, we use "homemade" video tapes our staff
have developed. We have 2nd and 3rd Step and 4th and 5th Step
preparatory lectures done by our signing chaplein. We utilize
several different contracts or activities to teach concepts of
powerlessness and unmanagability. For example, we will blindfold
someone for a designated period of time, requiring them to trust
and depend on other _ ~~vle for direction and help. For one patient
who was struggling with the concept of giving up his control to a
higher power and surrendering all his "baggage" and secrsts, he was
given the contract of carrying around a sheet full of large phone
books. Whenever he would reach out and ask for help or share a
secret or a problem he was having, a phone book would be removed.
He was able to physically feel the difference between "hanging on"
to problems and issues and surrenéering them. Another patient was

struggling with whether or not he wanted to give up drugs. Since
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his choices were limited and he would most likely havé to live on
the streets if he chose drugs, he was put on a street person
contract where lhie had to carry everything with him =~ his clothes
his pillow, his books -~ as he moved around throughout treatment.
Unit meetings, called "community groups," are a time for
patients to confront one another on their attitudes and/or
behaviors. They are required to confront their peers on a specific
behavior they have displayed, say how they feel about it and give
them suggestions about how they can change. This is a difficult
process for most, but they do learn some good assertiveness skills
and begin to understand how their behaviors do indeed effect other
people. These meeti. gs are also a time to give "positives" and
"concerns" to their peers. During therapy groups, feedback is a
critical component. This is a time where they must "self-relate"
and give other observations of the cons and defenses that were
evident in <their peer’s presentation. It spreads the
responsibility of "therapy" and helping to everyone in the group -
not just the counselors and further ampowers the patients to help
themselves. They begin to learn the important concept of
"mutuality" and are able to begin connecting in a much more
intimate and deeper level with their peers and thus develop trust.
As a result of the diversity of individuals and their
presenting problems, the program staff has had to be both flexible
and creative in their therapy approaches. For example, a young
native hearing impaired man from Canada came to us with a long

history of serious chemical abuse and no formal or intelligible
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language system. Much of our approach with this young man was in
a visual, dramatic mode. He drew many pictures of his life and
experiences which provided an avenue to get information about his
use while teaching signs, words, concepts and options for new
behaviors. Fairly early in his treatment it became apparent that
he had significant residual hearing which we utilized as much as
possible through voice interpreters during group and voicing during
1:1 sessions. At first, staff worked with him on a 1l:l1 basis
teaching through props and pictures. Then they transitioned him
into the group therapy sessions. When his attention span wavered
due to not fuf&y understanding the sighing, he was taken out and
given more one to one time. He eventually was able to sit through
two groups a day and participate adequately. It was clear that the
peer involvement did much for developing his sign skills as well as
his self-esteem and understanding of chemical problems. On one
occasion he was able to communicate to a peer who was leaving that
he felt sad, that he would miss him and that the peer was his
friend. He was able to grasp the important concept, in his
words/signs, "drink me - cause trouble/messed up!" By the time he
left he was using more of his speech and new signs, had developed
a positive rapport with the staff and patients, and had an
understanding of what other options he had in his 1life for
sobriety. Fortunately some foster care was found for him outside
of his reserve where he could live with a recovering native family
and continue to be in an educational and vocational program. At

last report, he has remained sober. This was an important lesson
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for the staff. It reminded us to follow the AA principle "keep it
simple," and not assume that because he could not participate as
fully in the "regular" programming, it didn’t mean he could not
receive some benefits.

Family involvement is another very important part of any
successful treatment program. This has been difficult with our
population. Since we are a program that is set up to serve hearing
impaired adolescents and young adults from all over the USA and
Canada, our families are quite spread out. Getting them to come
here for a full week of family programming is extremely difficult.
About 25% of the families of our patients have been involved in
treatment. There are many issues which are unique to the families
of ocur deaf patients. There may be extra "baggage" due to
unresolved issues surrounding the deafness = lack of acceptance,
guilt or doubts about decisions that were made, isolation from
their child’s "wc -.d." Communication is most likely impaired and
inadequate for the Jevelopment of true family intimacy. Some
parents have reached such a "burn-out" stage with the deaf person
nafter all they’ve done for them through all these Yyears", that
they don’t want much involvement. Some parents hang on even
tighter to their deaf chemically abusing ch.ld or young adult,
mostly because of their own guilt as well as their realistic and
sometimes unrealistic fears about their child’s options for their
future. When it has been possible and our census has allowed it,
we have had a separate therapy group for the parents of the deaf

patients. This helps to normalize the issue of the deafness and not
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make the major focus. It also provides parents with a much needed
peer support group relating to the issue of drug dependency. Many
parents have been in parent support groups when their children were
younger but perhaps no longer have that outlet, and find themselves
at a new stage of their lives when they are able to get some of the
support they will need. Several times, when we have had only one
family involved, they have mainstreamed with a hearing group.
While they miss out on some of the peer support relative to the
deafness issues, they still realize some important commonalities
w.th the other families. It helps to normalize and put their own
experiences in perspective.

Another area that we stress is involvement with AA/NA while in
treatment, aftercare planning, and education and prevention within
our local community. In Minnesota, during the last three years, we
have seen a great deal of growth in the deaf recovering community.
In 1987, there was only one A.A. meeting for the deaf, located in
the Twin City area which was run by two older hearing gentlemen.
The meeting itself had been in existence for about seven years and
was founded by these two men who do not sign and an interpreter is
always present. The average size of this group ws< about three to
five members with only one year sobriety. Deaf persons would come
and go, which might be because at the start of each meeting the two
hearing gentlemen would say "We are here for you, we set up this
meeting for you and when we feel you are ready to take over this
meeting we will let you." These gentlemen mean well, but one can

see why deaf persons would feel offended and not want to return.
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With the help of a hearing recovering person who signed, another
A.A. meeting for the Deaf and run by the Deaf was started. With
time, patience and commitment, in about a year and a half, there
were enough members that another 12 step meeting for the deaf was
started. Minnesota currently has six 12 step (A.A. and N.A.)
meetings in the Twin City and St. Cloud area. Interpreters are
always present for those who are hearing, hard of hearing and do
not sign and also for the Deaf-Blind members. We make sure that
hearing people are not excluded, because most deai pecple are new
in recovery and need to learn from those with experience.

The 12 step program philosophy is of a "spiritual base." One
aspect of spirituality is the feeling or sense of purpose, meaning
and hope 1 one’s life. It is crucial that in order for deaf
persons teo jdcnieve this sense of hope, they must have exposure to
Deaf recovering role models. Spirituality is important as well as
fellowship in order for sharing, growth and change to happen in
rscovery. Until recently, Deaf persons were often excluded from
"fellowship" due to barriers in communication. Giving up the
liquor an. drurgs will leave you dry but communication will open the
doors to recovery. In Minnesota, our deaf recovering community is
growing and we have fellowship that would not have happened without
commitment. The desire to stop using was strong enough and the
needs of the community were important enough that it was made
possible for Deaf individuals to recover along with people of other

cultures.

In the Spring of 1989, when our chemical dependency program
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began, not only did it provide more options for treatment to Deaf
and hard of hearing individuals but it served as a positive impact
in the deaf community. A large number of the Deaf community was
present for the of :1 house celebration. During this ceremony, two
deaf persons, one a well known leader in the community, made public
to the community that they were in the recovery procram and shared
some of their experiences pointing out barriers they had faced
which they had dealt with or overcome. This disclosure was not an
easily made decision, kit they felt that in order for others to
overcome the barriers and learn that it is o.k. to be in recovery,
that they needed to be used as deaf role models. This event
sparked change within the deaf community in many individual’s
feelings and attitudes towards those with chemical abuse and/or
dependency problems. Where not long ago it was still considered a
‘stigma’ and looked down upon, now it seems to be understood,
supported and accepted not only as a personal problem but as
everyone’s concern. (If you are not part of the solution, you are
then part of the problem.)

Another somponent of our program has been the commitment we
have shown toward education and prevention. Since the Fall of
1989, we have been going into mainstream and residential schools
facilitating chemicali abuse and dependency awareness classes, and
groups. We have also gone into the Deaf community and provided
free workshops on such topics as ‘Anatomy of Addiction’, ‘Chemical
Dependency and Family Dysfunction’, and ‘Chemical Dependency’s
effects on Spiritual, Physical and Emccional Health’. The more we
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are in the community, the more that is learned, the more risks that
are taken and the more the Deaf community begins to share without
fear of being labeled or outcasted. Community support is important
to any person and program. Without it, change and progress are not
possible.

Another issue that we have had to deal with, is aftercare
placement. Over 75% of our referrals have been from out of state
where no services for the hearing impaired exist. We were
fortunate to have access to an Extended Care Program that was
willing to work with hearing impaired clients. Granwville is
licensed as both an extended care and half way residential program.
They have a house for women and another for men who are at least 16
years of age with a 3-6 month average length of stay. Interpreter
services are provided for at least 15 hours a waek, and their
counselor has had experience working with other Deaf clients. We
offer their staff weekly sign lasguage classes and have acted as
consultants to them since the Fall of 1989. When funding is not
available, we work with each state to access existing secrvices.

when the Minnesota Chemical Deper ‘»ncy Program for Hearing
Impaired Youth began, a needs assess :nt was completed ~n a
national basis which indicated the necessity for a progranm
exclusively for hearing impaired individuals. Problems arose

during the past year that the needs assessment did not indicate:
1) The fie.d of deafness is approximately 10-20 years
behind in terms of recognition and acceptance of
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2)

3)

4)

5)

6)

7)

8)

chemical dependency as a problen.

Many professionals in the field of deafness have never
referred a client for chemical dependency treatment, and
don’t know what the criteria is, or the procedures.
Mental health professionals and teachers can be
caretakers, and want to "care for" their own clients.
Schools have a fear that if they refer a student for
chemical dependency treatment that they will be
financially responsible.

A market survey that we completed was directed toward
professionals who work with deaf clients. They were
asked if they would refer to a program specifically for
the hearing impaired. These people are not the ones who
control state money if the referrals are on public
assistance.

Most professionals stated they would refer clients to a
chemical dependency program designed for the hearing
impaj 'ed, but in reviewing the survey, many had not
successfully placed many, if any clients.

There is a shortage of professionals trained in the area
of deafness and chemical dependency.

People want to Keep funds within their own state,

and would prefer to set up their own inpatient C.D.
program. Just because surveys done in each state may
indicate the need and potential for referrals, it does

not guarantee they will be willing to enter treatment.
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Discrimination often times exists during the referral process
because the assessors have never dealt with a hearing impaired
client, and they tend to think the process should be handled
differently then with a hearing individual. For example, when a
hearing person from New York was referred for treatment in our
hospital, it took 3-5 days. Some of our hearing impaired clients
on public funds have taken 2 to 3 months! Instead of requiring
only a chemical assessment, which is required of hearing referrals,
an audiological examination, psychosccial history, speech and
language assessment is also required. The referral process is
further complicated because most of the assessors are not fluent in
American Sign Languadge. |

Through our experience working with the referral process
throughout the United States, it has become quite clear that we
currently don’t have the funding mechanisms and numbers in place
to justify each state having their own inpatient treatment program.
We feel that you can refer clients out of state for inpatient
treatment program, hut you can’t for aftercare. We would like to
see states focus .n securing funding for aftercare programming and
school intervention. In the future we need to regionalize
inpatient treatment programs if any of them are going to be
successful firancially and programmatically. We have found out
that it is extremely expensive to provide a quality inpatient
chemical dependency program to hearing impaired individuals.
currently, if each state tries to start their own inpatient C.D.

program, they will all fail because the number of referrals and
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funding are not there to support it. There are very few existing
halfway or extended care facilities available for hearing impaired
individuals. One of the only outpatient programs exclusively for
hearing impaired exists in Texas. We need to work together to have
the Drug problem in America become a focus for the Deaf Community.
Chemical dependency is not mentioned in national reports listing
priorities within the field of deafness. As professionals, it is
our responsibility to educate our colleagues within this field
about their need to address this important and neglected issue.
The most powerful tool in bringing about this support and change is
education which can be done both formally and informally. The Deaf
recovering community is at a place where the general hearing
recovering community was a few decades ago. With time, patience
and commitment the deaf recovering community wili grow and prosper
nationwide. Minnesota is proving that this is not just a drean,
but a reality.

Chemical dependency is dgrounded in the deaf culture.
Treatment is needed and must be designed by persons who live in
the deaf community and/or have extensive, specialized training in
the psychological, social, and communication needs of members of
that community who are chemically dependent. Knowledge about the
special needs of hearing impaired adolescents in CD treatment will
become important only when it is derived from a model program that

has the trust of both the deaf community and the CD treatment

providers who serve then.
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